Many women at increased risk for breast cancer would benefit from referral for genetic testing, enhanced screening, preventive therapy or risk-reducing surgery. We present a visual model and a step-wise approach to assist with a personalized risk stratification and management of these women. We present current recommendations with respect to lifestyle behaviors and mammographic screening, and we review the current evidence regarding enhanced screening and risk-reducing therapies. We discuss the usefulness of three risk-assessment tools in determining whether a woman qualifies for genetic testing, enhanced screening or preventive therapy and present four cases to demonstrate the usefulness of this approach in the clinical setting.
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The approach to management of women at increased risk for breast cancer is complex, requiring an understanding of risks and benefits of various interventions taking into account individual level of risk. We propose a visual model (Figure 1) to assist in personalized risk stratification and management of such women. We suggest that all women should receive lifestyle counseling to encourage modification of behaviors that might increase their risk of breast cancer, thus promoting an overall healthy lifestyle [1] , and all women aged 40 and older should have a discussion about benefits and harms of mammographic screening [2] [3] [4] .
A step-wise approach using the mnemonic REPS will assist in determining a woman's suitability for: R -referral for genetic testing, E -enhanced screening, P -preventive therapy and S -risk-reducing surgery.
We present three risk-assessment tools B-RST [5], IBIS [6] and the Gail model [7] , that can be useful in identifying women suitable for referral for genetic testing, enhanced screening and preventive therapy. Women suitable for risk-reducing surgery include BRCA carriers.
Lifestyle behaviors
It makes good sense to encourage healthy eating, a healthy BMI, regular exercise and abstinence from alcohol or a moderate intake only. Smokers should be encouraged and supported to quit. Decisions regarding hormone replacement therapy should be made after careful consideration and discussion of the associated increase in breast cancer risk [8] .
The World Cancer Research Fund/American Institute for Cancer Research and the International Agency for Research on Cancer conclude that there is 'sufficient' or 'convincing' evidence that the following factors increase breast cancer risk: alcohol, diethylstilbestrol, estrogen-progesterone menopausal therapy, estrogen-progesterone oral contraceptives, body fatness, X radiation and Gamma radiation, and height.
They state that estrogen-alone menopausal therapy and smoking may increase risk. They have found 'sufficient or convincing' evidence that breastfeeding decreases risk and 'probable' evidence that physical activity and reduction of body fatness decreases risk [9] .
Mammographic screening
The US Preventive Services Task Force (USPSTF) [2] and the Canadian Task Force on Preventive Health Care [3] suggest offering regular breast screening to all women aged 50-74. They advise against routine screening of average risk women in the 40-to 49-yearold age group but support a tailored approach to discussing the benefits and harms of screening in these women. Other organizations such as the National Comprehensive Cancer Network [4] advise offering mammography annually to all women 40 and older. R -referral for genetic testing BRCA mutation carriers have a substantially elevated lifetime risk (LTR) for not only breast cancer (49-57%) but also ovarian cancer (18-40%) for which there is no effective early detection tool [10] . Identification of mutation carriers can save lives [11] .
Any woman with a family history of breast, ovarian or fallopian tube cancer should have a more extensive family history taken to determine whether she is eligible for referral for consideration of genetic testing. The USP-STF suggests using one of five 'at-risk' screening tools to determine if a woman is eligible for consideration for genetic testing (B recommendation) [12] . One of the simplest and quickest to administer is the B-RST tool (81% sensitivity/92% specificity) [13] . It can be completed by the patient or the clinician and uses a threshold of 10% likelihood of having a BRCA mutation.
E -enhanced screening
Women at significantly increased risk for breast cancer should be offered an annual MRI in addition to Personalized assessment & management of women at risk for breast cancer in North America Review CME mammography starting at age 25-30 years [4] . An MRI is more sensitive for detecting invasive cancers and is a particularly useful surveillance tool for young BRCA carriers [14] . The American Cancer Society (ACS) has clear guidelines as to which women qualify for enhanced screening with MRI. These include women who are BRCA carriers, an untested firstdegree relative of a BRCA carrier, someone with a history of therapeutic chest wall radiation between the ages of 10 and 30 years, or any woman with an LTR of ≥20-25% according to risk-assessment tools based mainly on family history [15] .
The International Breast Intervention Study (IBIS) risk tool or Tyrer-Cuzick model is a validated tool based on data from the IBIS in the UK [16] . It provides a 10-year and LTR by incorporating family history, reproductive factors and certain pathological features that impact risk such as atypical hyperplasia (AH) and lobular carcinoma in situ (LCIS). The IBIS risk calculator asks for a more detailed family history and age of onset of breast cancer diagnosis of affected relatives. It is an effective tool to identify candidates suitable for enhanced screening with MRI [15].
P -preventive therapy
Selective estrogen receptor modulators (SERMs; tamoxifen, raloxifene) and more recently aromatase inhibitors (AIs; exemestane, anastrozole) have been shown to be effective at reducing breast cancer incidence in women at high risk [17] [18] [19] [20] [21] [22] . The American Society of Clinical Oncology, the National Comprehensive Cancer Network, the Canadian Task Force on Preventive Health Care and the USPSTF advise counseling women ≥35 years who are at increased risk for breast cancer regarding available medications to reduce their risk and to offer medication to women at low risk of medication-related side effects (USPSTF B recommendation) [1, [23] [24] [25] . In Canada, currently only tamoxifen is approved by Health Canada for breast cancer risk reduction while in the USA both tamoxifen and raloxifene are approved by the US FDA for this specific indication. AIs have not yet received approval for breast cancer risk reduction [25] . Raloxifene can only be used in postmenopausal women while tamoxifen can be used in pre-and postmenopausal women [25] . Raloxifene is also approved for prevention and treatment of osteoporosis.
The Gail model is a quick on-line computerized model that has been primarily used to determine eligibility for preventive therapy [26] [27] [28] [29] [30] [31] . A 5-year risk of ≥1.7% determined by using the Gail model is the threshold at which women can be considered for preventive therapy. Initially designed for estimating breast cancer risk in white women, it has been modified to provide accurate risk assessments for African American, Hispanic and Asian women [30, 31] .
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A thorough discussion of risks versus benefits of the available risk-reducing medications should be undertaken. Freedman et al. [32] have developed risk-benefit tables for women aged 50 years or older. Based on these tables, the USPSTF concludes that, in general, women with an estimated 5-year breast cancer risk of ≥3% are likely to have more benefit than harm from using tamoxifen or raloxifene, although the balance depends on age, ethnicity, the medication used, and whether or not the patient has a uterus [25] . There are certain women that have more favorable risk-benefit ratios; women with a history of AH or women under the age of 50. This is based on the Breast Cancer Prevention Trial (BCPT) data subgroup analysis that demonstrated a significant 86% risk reduction for women with AH, far greater than the 49% risk reduction seen overall in women at increased risk as well as the finding that women under age 50 years do not incur the harms of therapy as seen in women over 50 years of age [17] . Conversely, in many older women with a 5-year breast cancer risk ≥3%, the harms of preventive therapy far outweigh the benefits as their risk of adverse effects is greater and their LTR of developing breast cancer is low when taking into consideration their age.
S -risk-reducing surgery
Women who are BRCA mutation carriers should be offered both bilateral prophylactic mastectomy (BPM) and risk-reducing salpingo-oophorectomy (RRSO). Mutation carriers can reduce their risk of breast cancer greater than 90% by a BPM [33] . Analysis of data from Hartmann et al. [33] reveals that six high-risk women would need to have the procedure to prevent one breast cancer. Women should be offered breast reconstruction and emotional support while making such a difficult decision.
In BRCA mutation carriers, RRSO reduces breast cancer risk by 50% and ovarian cancer risk by 80% [34] . Women may be offered hormone replacement therapy for symptom management [35] .
Personalized risk-based assessment in practice
We will illustrate the use of this personalized riskbased assessment and management approach using the following four cases. • Her only relative with breast cancer was her mother who was diagnosed at age 85. She had her menarche at age 14. She delivered her first of two children when she was 25. She is an office administrator who drinks two glasses of wine per day. She is 5'3" and weighs 160 lbs. She has never had a breast biopsy. She is not Jewish.
• R B-RST: negative screen (does not qualify for referral to genetics).
• E IBIS: LTR is 19.6% (<20-25%, does not qualify for enhanced screening).
• P Gail: 5-year risk is 1.2% (<1.7%, does not qualify for preventive therapy).
• S Not a candidate for surgical risk-reduction options.
This woman is at moderate risk (LTR 19.6% vs 12.7% population) for breast cancer and a discussion of lifestyle behaviors and mammographic screening would be recommended. In view of her family history of breast cancer in a first-degree relative and her greater than average risk, she should be offered mammographic screening beginning at age 40 [1, 36] .
She should be advised of the link between alcohol and breast cancer [37] and that she should decrease her alcohol intake to no more than one drink per day on average as per the ACS guidelines [38] . This woman should also be advised that she lose some weight prior to menopause as a BMI >28 in a postmenopausal woman is associated with a 26% increased likelihood of breast cancer [39] . Regular exercise, such as 30-min brisk walks 5 days per week, could assist with weight loss, reduce breast cancer risk [40] and improve cardiovascular health [41] . Regular vitamin D intake (1000 IU daily) during the winter months and a healthy diet with no more than three servings of red meat per week [42, 43] is less widely accepted as an effective risk-reducing strategy, but there is some evidence suggesting that it may also be beneficial.
Case 2
• 46-year-old woman whose sister was diagnosed with breast cancer at age 52. She has had two previous benign breast biopsies with one having shown AH. "I am worried about my breast cancer risk and want to know my options to reduce my risk."
• She had her only child at age 30. Menarche was at age 12. She is 5'2" and weighs 120 lbs. She is not Jewish and has no other relatives with breast or ovarian cancer. She exercises regularly, abstains from alcohol and uses a nonhormonal IUD for birth control.
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• E IBIS: LTR is 41.4% (≥20-25%, qualifies for enhanced screening with MRI in addition to mammography).
• P Gail: 5-year risk is 7.9% (≥1.7%, discuss preventive therapy).
• S Not a candidate unless she is asking for consideration.
This woman's history would indicate that she is at high risk for breast cancer and a discussion of lifestyle behaviors, preventive therapy options and enhanced screening with breast MRI would be recommended. She should be encouraged to continue her healthy lifestyle behaviors that entail regular exercise, weight management and moderation of alcohol intake.
While there are a number of preventive therapies, only tamoxifen is indicated for premenopausal women. Tamoxifen was shown in the BCPT, the largest placebo-controlled study of preventive therapy, to significantly reduce the risk of developing breast cancer by one half. Women with a history of AH obtained a significant 86% breast cancer risk reduction while women with LCIS had a 56% risk reduction. Tamoxifen has been found to improve bone health and can increase bone density in postmenopausal women. Tamoxifen given at the recommended dose of 20 mg per day for 5 years is associated with common side effects including hot flashes, night sweats, cataracts and vaginal dryness. More severe risks include endometrial cancer (four more events per 1000) and thromboembolic risk (four more events per 1000) [25] . As this woman has a personal history of AH and a Gail score risk significantly greater than 1.7% the substantial benefits she would obtain from tamoxifen therapy outweigh potential harms. Furthermore, the risk of endometrial cancer and thromboembolic events is much lower in women on tamoxifen under the age of 50 [17] . After counseling this woman using a shared decision approach and discussing the risks and benefits of tamoxifen, she elected to initiate a regimen of tamoxifen 20 mg daily for 5 years as preventive therapy.
Women receiving preventive therapy are advised to monitor for irregular vaginal bleeding or spotting, symptoms of lower extremity swelling or new onset shortness of breath. Any abnormal vaginal bleeding requires work-up with a pelvic ultrasound and an endometrial biopsy to exclude endometrial malignancy. Cervical cancer screening should be based on national guidelines.
Based on this woman's IBIS score (41.4%), it is recommended that she has an annual mammogram and breast MRI. The MRI could be staggered with the mammogram at 6-month intervals. While there is no data supporting this current practice, it is suggested that radiologic imaging every 6 months might afford a better opportunity to detect an interval cancer in high-risk women.
She should be informed that although MRI is a more sensitive tool that can detect smaller tumors than mammography, it is less specific and may result in additional investigations. If premenopausal, the MRI is best performed between days 7-14 of her cycle to reduce background enhancement [44] .
If the patient is unable to have an MRI due to claustrophobia, history of an implanted metal device, or lack of availability or access to MRI, whole breast ultrasound may be considered as a screening study in addition to mammography. A large study in high-risk women comparing screening with whole breast ultrasound in addition to mammography versus mammography alone demonstrated an increase in breast cancer detection of 11.8/1000 in the combined modality group compared with 7.6/1000 cancers in the mammography only group. However, there was an increase in false positives and scan time in the combined modality group [45] .
This woman is not a candidate for surgery unless a BRCA mutation is identified in her family. Certain individuals, however, ask for individual consideration after an informed discussion.
Case 3
• 55-year-old woman whose mother and sister had breast cancer. Mom was diagnosed at age 50 and sister at 45. Both tested negative for BRCA mutations. She has another sister who is well at 58. "What should I be doing to reduce my risk of breast cancer?"
• Menarche was at age 12. She has two children, delivering her first child at age 35. She had a hysterectomy at age 44 for dysfunctional uterine bleeding. She has one alcoholic drink per day. She exercises regularly and feels that she is menopausal as she has hot flushes. She is 5'5" and weighs 150 lbs. She has had no previous breast biopsies.
• R B-RST: referral for genetic testing is not indicated as both affected first-degree relatives have tested negative for BRCA mutations.
• E IBIS: LTR is 30.8% (≥20-25%, qualifies for enhanced screening with MRI in addition to mammography).
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• S Not a candidate for surgical risk-reduction options, unless she is asking for consideration.
This woman is also at high risk for breast cancer and will also benefit from counseling on lifestyle behaviors, enhanced screening and preventive therapy. Because she is postmenopausal there are options beyond tamoxifen for preventive therapy. The Study of Tamoxifen and Raloxifene (STAR) in high-risk women demonstrated that tamoxifen and raloxifene were equivalent in reducing breast cancer risk while women were on therapy [19] . A subsequent 81-month analysis of the STAR trial demonstrated that this benefit was more durable in tamoxifen. Raloxifene retained 76% of the effectiveness of tamoxifen in preventing invasive disease, but in terms of toxicities, raloxifene was more favorable [20] . Similar to tamoxifen, raloxifene reduces the risk of breast cancer for women with AH by 86%. Raloxifene does not increase uterine cancer risk but has been shown to be comparable to tamoxifen in the risk of thromboembolic events. Raloxifene can also exacerbate hot flashes, night sweats and vaginal dryness, and is associated with weight gain. Raloxifene is approved by the US FDA for breast cancer prevention in the USA only in postmenopausal women.
Exemestane and anastrozole are AIs that have recently been shown to reduce breast cancer risk. Exemestane reduces breast cancer risk by 65% in high-risk postmenopausal women [21] , and a 53% reduction in breast cancer risk is seen with anastrozole [22] . Breast cancer risk reduction with AIs in women with AH is not as great as seen with tamoxifen or raloxifene; anastrozole reduced breast cancer risk by 69%, whereas exemestane reduced the risk by only 39%. Although both are off-label use for breast cancer prevention, recent American Society of Clinical Oncology guidelines on preventive therapy for high-risk women, published before the anastrozole findings were released, stated that exemestane should be considered as an option for prevention [23] . Common side effects of exemestane include arthralgias, fatigue, hot flashes and vaginal dryness [21] . In addition to vasomotor symptoms, musculoskeletal events (arthralgias, joint stiffness, carpal tunnel syndrome) were more common in the anastrozole arm [22] . Although AIs have been found to reduce bone density, long-term follow-up will be needed in the MAP.3 trial to assess the effect of exemestane on fracture risk [21, 46] . Analyses on the bone effects of anastrozole were not a part of the initial publication of IBIS-II but are planned for a later publication [22] . Neither exemestane nor anastrozole was associated with an increased risk of thromboembolic or cardiovascular events or other cancers [21, 22] .
In addition to enhanced screening with breast MRI, this patient is a candidate for preventive therapy. As she is postmenopausal, all four pharmacologic therapies are an option. A determination of her bone health might be informative in deciding whether to use a SERM or an AI. If there are no bone health issues, she would obtain greater breast cancer risk-reduction benefit from an AI. Bone monitoring with bone mineral density can be considered yearly for women receiving exemestane or anastrozole. Vitamin D and calcium supplementation are encouraged [47] . If there is evidence of osteopenia or osteoporosis, a SERM is a better option as it will reduce her risk of osteoporotic bone fractures in addition to reducing her risk of breast cancer. Since she no longer has a uterus, tamoxifen would be a better choice than raloxifene as the harms of tamoxifen would be significantly lower without the risk of uterine cancer, and the benefits are more durable than with raloxifene. She should be advised to monitor for any evidence of venous thromboembolic events as previously described.
While this woman would obtain significant breast cancer risk-reduction benefits, it is important to realize that the risks of preventive therapy are greater in women over the age of 50. Individualizing preventive therapy options can be challenging and requires a shared decision-making approach with the patient [35] . She decided to have a bone mineral density test to assist in her decision making. It showed osteopenia so she opted to avoid AIs. She chose tamoxifen as it is more effective than raloxifene, and she did not have to worry about endometrial hyperplasia or cancer in view of her prior hysterectomy.
Based on this patient's IBIS score of 30.8%, she is a candidate for enhanced screening with breast MRI in addition to mammography and radiological follow-up is advised annually as per the ACS guidelines.
Case 4
• 38-year-old woman of Ashkenazi Jewish descent. "I know that I am going to get breast cancer because it is in my family."
• Her mother had breast cancer diagnosed at age 48 and her maternal aunt died from ovarian cancer at age 35. She had menarche at age 11 and has two children aged 6 and 4. She is 5'3" and weighs 120 lbs.
• R B-RST: positive screen (qualifies for referral to a genetic counselor).
• E IBIS: LTR is 39.5% (≥20-25%, qualifies for enhanced screening with MRI).
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• S Yes, if she tests positive for a BRCA mutation.
Based on the positive B-RST screen, this woman has a family history concerning for a genetic predisposition and should be referred for genetic counseling. Genetic counselors assist with determining the likelihood of a mutation being identified within a particular family. Genetic testing is most informative if an affected family member (her mother or maternal aunt) is first tested. If her mother (her only living affected relative) was to test positive for a BRCA mutation, other family members would be offered genetic testing. If her mother tested positive for a BRCA mutation, this woman's risk of having that specific mutation is 50% as the transmission is autosomal dominant. If this woman was to undergo testing for a BRCA mutation (without her mother or aunt having prior testing), a positive test could inform testing in other family members. However, if she was to test negative, as an unaffected individual, it would be considered an uninformative negative result. In other words, there could still be a mutation in the family but not in the patient. While genetic testing can be predictive for known genetic predispositions, it is recognized that there are genetic mutations that are currently unknown. It is important to note that women who test negative when there is a known genetic predisposition in the family do not carry the same risk as their relatives with the genetic predisposition. These women should be managed as if there is not a genetic predisposition in the family, using other risk calculators and management recommendations as previously described.
It is important to realize that the Gail model is not a good estimate of breast cancer risk in women with a family history that is concerning for a genetic predisposition. This woman's true risk is underestimated using the Gail model; in fact, her score suggests that she does not qualify for consideration of preventive therapy. Despite limited data regarding the benefits of preventive therapy in women with a BRCA mutation it should be discussed. A subset analysis from the BCPT showed a nonstatistically significant 62% reduction in breast cancer risk in BRCA2 mutation carriers using tamoxifen while women with BRCA1 mutations did not obtain any benefit [48] . Since tamoxifen reduces the risk of estrogen-receptor (ER) positive but not ER-negative breast cancers, this finding is biologically plausible as women with a BRCA2 mutation are more likely to develop ER-positive breast cancers whereas women with BRCA1 mutations are more likely to develop ER-negative breast cancers [17, 48] .
Women with a BRCA mutation are strongly advised to consider risk-reducing surgery, BPM with or without RRSO, as these are the only preventive strategies that have definitively been shown to reduce breast (and ovarian) cancer risk in this population. Women considering BPM should be counseled about the risks and benefits of nipple-areolar sparing surgery and should undergo consultation with a plastic surgeon to discuss reconstruction at the time of the BPM. In women undergoing RRSO, it is important that the entire fallopian tube is removed during the procedure as a high percentage of the occult cancers have been identified in the distal fimbria of the fallopian tube in women with BRCA mutations [49] . An important consideration of risk-reducing surgery is the timing of such interventions. Kurian et al. [50] developed a Monte Carlo model which provides estimates of the survival impact of breast and ovarian risk-reduction strategies (mammographic/MRI breast screening, risk-reduction surgery) according to the type of BRCA mutation present, the specific intervention(s) and the age of the woman at the time of the intervention(s). Survival estimates generated from this model can facilitate shared decision-making regarding the choice of a risk-reduction approach. Recent data suggest that the ideal timing for RRSO is by age 35 for BRCA1 carriers and by age 40 for BRCA2 carriers [51] .
Based on her current IBIS LTR of 39.5%, this woman qualifies for enhanced screening annually with breast MRI and mammogram. Annual radiological follow-up and surveillance in high-risk women should continue until a life expectancy of less than 5-10 years [15] .
Although her Gail risk is <1.7%, she may still be a candidate for preventive therapy if she is a BRCA mutation carrier. Should she test positive for a BRCA mutation, while continued enhanced screening and/ or tamoxifen especially in the case of a BRCA2 mutation are options, she should be strongly encouraged to consider BPM and RRSO.
This woman elected to undergo genetic testing and tested positive for a BRCA1 mutation. After careful consideration and extensive discussion with a surgical oncologist, plastic surgeon and gynecologist, she opted for both a BPM with reconstruction and a RRSO.
Conclusion
Healthy lifestyle behaviors (maintaining healthy body weight, regular exercise and limiting alcohol intake) should be encouraged in all women. Women at increased risk of breast cancer have additional options for breast cancer risk reduction and early detection. The proposed visual aid with the mnemonic 'REPS' future science group Review Pruthi, Heisey & Bevers CME can provide a useful approach to the stratification and management of women at risk for breast cancer.
Office-based interactive risk-assessment tools assist clinicians in making personalized decisions about riskreducing interventions. In a shared decision-making approach, women may be appropriately offered referral for genetic testing, enhanced screening, preventive therapy and risk-reducing surgeries.
Future perspective
Clinicians caring for women at increased risk for breast cancer are faced with the challenge of how to most effectively counsel women about their options. New and more accurate breast cancer risk-assessment tools greatly enhance the personalized approach and management options. Our visual aid includes breast cancer risk-assessment tools and provides a step-wise approach to manage women at increased risk for breast cancer. It should be studied in high-risk clinics and primary care settings to determine its effectiveness. More widespread acceptance of healthy lifestyle behaviors could reduce the incidence of not only cancers but also heart disease. More timely identification of BRCA carriers will offer more women the option of potentially life-saving surgical measures. The hope is that enhanced screening will detect tumors earlier and result in a better outcome. Increased utilization of preventive therapies may reduce breast cancer incidence or at least delay its onset. There currently exists a significant opportunity to reduce the incidence of breast cancer in women with AH in whom the riskbenefit ratio is almost always positive. Short of an absolute contraindication, all women with AH should be strongly considered for preventive therapy.
In the future, a more personalized approach to breast cancer risk reduction will utilize biological markers that identify women who would benefit from preventive therapy. These same biological markers may be followed over time to determine efficacy of the preventive therapy in an individual woman. 
Executive summary
• Women at increased risk of breast cancer have additional options for breast cancer risk reduction and early detection. • A step-wise approach utilizing a visual model demonstrating the mnemonic REPS to determine a woman's suitability for: R -referral for genetic testing, E -enhanced screening, P -preventive therapy and S -riskreducing surgery can assist with risk stratification and management of women at increased risk for breast cancer. • Three risk-assessment tools can be useful in identifying women suitable for referral for genetic testing, enhanced screening and preventive therapy. • A personalized risk-based assessment and management approach involves an individualized understanding of the risks and benefits of each intervention. • The American Cancer Society reviews evidence for annual screening MRI in addition to mammography in high-risk groups and determines that those with a lifetime risk of ≥20-25% would benefit from the addition of MRI. 16 Quante AS, Whittemore AS, Shriver T, Strauch K, Terry MB. Breast cancer risk assessment across the risk continuum: genetic and nongenetic risk factors contributing to differential model performance. • Results from the original P1 prevention trial comparing tamoxifen to placebo in high-risk women are updated after 7 years of follow-up. The substantial reductions in ERpositive cancers persisted and the authors suggested that 2.5 million women could derive a net benefit from the drug.
• Excellent resource for clinicians counseling women about risk-reduction strategies which includes tables on the impact of suveillance versus risk-reducing surgery on survival with a BRCA mutation.
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1. You are seeing a 45-year-old woman whose sister was just diagnosed with breast cancer at age 55 years. She is worried about her personal risk for breast cancer. Which of the following variables is most associated with a decreased risk for breast cancer? £ A Age has limited effect on the risk for potential serious adverse effects of tamoxifen or raloxifene £ B Tamoxifen promotes osteoporosis £ C Raloxifene is superior to tamoxifen in breast cancer prevention well after the cessation of therapy £ D Aromatase inhibitors are inferior to tamoxifen and raloxifene among women with a history of atypical hyperplasia 3. This patient's 5-year risk for breast cancer using the Gail model is 3.4%, and she is willing to consider chemotherapy to prevent incident breast cancer. Which of the following medications has a US Food and Drug Administration indication for the prevention of breast cancer among premenopausal women?
